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Purpose: A diagnosis of cancer is the start of a journey of distress and adjustment for both the patient and
his/her spouse. However, the dyadic phenomena are less conceptualised and related research is in the
early stages. This review explores concepts of mutuality among spousal caregiverecancer patient dyads
and identiﬁes directions for future research.
Method: A systematic search, including trawling through six electronic databases, a manual search, and
an author search, was conducted to identity articles that had been published in English and Chinese from
January 2000 to March 2013, using key terms related to caregiverepatients dyads in cancer care. An
inductive content analysis approach was adopted to analyse and synthesise the concepts of spousal
caregiverecancer patient dyads.
Results: Thirty-one articles were identiﬁed. The ﬁndings are described according to Fletcher et al.’s
proposals for conceptualising spousal caregiverepatient dyads. The proposed concepts of ‘communica-
tion’, ‘reciprocal inﬂuence’, and ‘caregiverepatient congruence’ have been found to be interrelated, and
to contribute to the spousal caregiverepatient dyads’ mutual appraisal of caregiving and role adjustment
through the cancer trajectory.
Conclusions: The ﬁndings highlight the importance of a perspective that focuses on the nature of the
relationship between couples coping with cancer and the quality of their communication with each
other. It is recognised that communication may act as a fundamental element of the abovementioned
three concepts. Better communication between couples would probably facilitate reciprocal inﬂuence
and caregiverepatient congruence, which in turn would have a positive effect on intimacy between the
couple and improve the caregiving outcomes.
 2013 The Authors. Published by Elsevier Ltd. Open access under CC BY-NC-ND license. Introduction
The diagnosis of cancer and its treatment has a major impact on
both patients and their family caregivers (Kayser et al., 2007). This
is particularly true when the primary caregiver is the patient’s
spouse, who takes on an active role in decisions concerning treat-
ment options and provides emotional and instrumental support to
the patient (Hagedoorn et al., 2008). It is reported that the supportþ852 23649663.
.hk, hsaloke@polyu.edu.hk
r Ltd. Open access under CC BY-NC-NDfrom the patient’s spouse is of such great signiﬁcance that good
support from friends or other family members does not compen-
sate for inadequate spousal support (Pistrang and Barker, 1995).
While focussing on providing support for their partners with can-
cer, spousal caregivers often fail to address their own needs and
feelings (Chung and Hwang, 2012; Lopez et al., 2012). Studies have
shown that spousal caregivers of cancer patients are at a high risk of
succumbing to a wide spectrum of hidden mental, physical, and
social morbidities, as a consequence of their caregiving (Li and
Loke, 2013).
To varying degrees, cancer affects the couple as a unit, rather
than as isolated individuals, causing couples to react to a cancer
diagnosis as an “emotional system” (Hagedoorn et al., 2008). The
diagnosis and treatment of cancer can change the relational dy-
namics between people with cancer and their intimate partners,
which can have an impact on the subjective well-being and ability license. 
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a mutual impact on each other in their quality of life (QOL), psy-
chological health, and adjustment to their roles (Kim et al., 2008;
Northouse et al., 2000).
These changes and mutual impact may affect the structure of
the couple’s relationship, and their roles and responsibilities, and
lead to an unpredictable future (Dankoski and Pais, 2007). A
diagnosis of cancer puts couples to the stress of breaking the ‘bad
news’, negotiating changes in occupational and family roles, and
managing household and childcare responsibilities (Lopez et al.,
2012; Maughan et al., 2002). Throughout the cancer trajectory,
both patient and partner must together cope with the practical
issues and difﬁculties that they may encounter (Dankoski and
Pais, 2007). Spouses also worry about their ability to provide
emotional and practical support to the patient, and about the
potential loss of their life partner (Maughan et al., 2002; Thomas
et al., 2002).
The focus of cancer care and its research has shifted from the
individual experiences of patients or spousal caregivers to
caregiverepatient dyads (Fletcher et al., 2012). Thus, it is pro-
posed that in the future more emphasis should be placed on the
transactions between caregivers and patients as care partners
(Fletcher et al., 2012). Two conceptual models have been iden-
tiﬁed that speciﬁcally target caregiverepatient dyads in the
cancer population. One is the relationship intimacy model,
which addresses the psychosocial adaptation of couples to
cancer (Manne and Badr, 2008). This model highlights the
importance of the couple’s relationship and their engagement in
communication that sustains and/or enhances the relationship
during times of stress.
In the other conceptual model, proposed by Fletcher et al.,
caregiverecancer patient dyads (CCPD) are conceptualised as a
functional unit, with their mutuality involving three dyad-level
concepts: ‘communication’, ‘reciprocal inﬂuence’, and ‘caregivere
patient congruence’ (Fletcher et al., 2012). The suggestion is that
the focus and direction of research on the caregiving experiences of
families with cancer should be on the caregiverepatient dyad as a
unit (Fletcher et al., 2012).
To date, there has not been a review of the literature focussing
speciﬁcally on the mutual impact of spousal caregiverecancer pa-
tient dyads. This literature review was conducted for the following
reasons: (i) to explore concepts relating to spousal caregiverepa-
tient dyads in the context of the cancer trajectory; (ii) to facilitate
the conceptual development of CCPD by analysing the interrelat-
edness of concepts on spousal caregiverepatient dyads; and (iii) to
identify directions for future research and implications for in-
terventions targeting couples coping with cancer.Methods
Search methods for identifying studies
A systematic literature search was conducted to identity articles
published in English or Chinese from January 2000 to March 2013,
using key terms related speciﬁcally to spousal caregiverepatient
dyads in cancer care. The key search terms used were ‘cancer’ or
‘oncology’ or ‘carcinoma’ AND ‘caregiver’ or ‘caregiving’ or ‘carer’
AND ‘dyad’ AND ‘spouse’ or ‘couple’ or ‘partner’. The databases that
were searched included MEDLINE, CINAHL, Science Citation Index
Expanded, Scopus, PsychINFO, and the China Academic Journals
Full-text Database. Apart from an electronic search, a manual
search for related studies and an author search were also
performed.Inclusion and exclusion criteria
The studies that were included in this review met the following
criteria: articles published in English or Chinese from January 2000
to March 2013, with the subject of the studies being spousal care-
giverepatient dyads e i.e., couples coping with cancer e and the
focus of the studies being on the mutuality or dyadic effect within
couples. Commentaries, editorial comments, literature reviews,
interventions or programmes, and conference proceedings were
not included in this review.
Eligibility and selection process
The articles were assessed and selected by screening records
and looking through the full-text versions according to predeﬁned
inclusion and exclusion criteria. A ﬂow diagram of the search and
selection process is given in Fig. 1.
Data extraction and quality assessment
Data were extracted from each of the included studies using a
standard format: information on the literature, study aims, study
design, samples/time points, instrument used, and signiﬁcant
ﬁndings. An assessment of the quality of the included studies was
conducted from the impact factors of the published journal and a
systematic analysis of the extracted data.
All of the 31 articles included in this review were published in
peer-reviewed journals. The impact factor of these journals ranged
from 0.61 to 4.77, with the exception of one journal (Gardner, 2008)
afﬁliated with the Social Work in Hospice and Palliative Care
Network. In all of the 24 quantitative articles (including one mixed
methods study), the aims of the study were clearly delineated, the
study design was well deﬁned, the time point for the collection of
data were speciﬁed, the characteristics of the targeted population
and sample size were clearly described, the analysis for con-
founding variables was properly adjusted, and the outcomes and
estimated signiﬁcances were stated without obvious bias. For the
seven qualitative studies, the research questions were clearly
stated, the research approaches that were appliedwere appropriate
for the purpose of the study, the phenomena were clearly
described, the presentation of the ﬁndings was logical, consistent,
and easy to follow, and the writing effectively promoted under-
standing. In general, the 31 articles included in this review were
considered to be of high quality.
Conceptual model for caregiverepatient dyads
The three concepts proposed by Fletcher and colleagues in
conceptualising spousal caregiverepatient dyads were adopted to
present the results (Fletcher et al., 2012). The three concepts were:
‘communication’: “a transactional process in which individuals
create, share, and regulatemeaning” (p. 395); ‘reciprocal inﬂuence’:
“the effect the twomembers of a dyad have on each other” (p. 394);
and ‘caregiverepatient congruence’: “the concept of congruence
synthesises individual data into a dyad variable, related to agree-
ment, concordance, and their opposite, disparity” (p. 394) (Fletcher
et al., 2012).
Results
A total of 23 quantitative and seven qualitative studies, as well
as one mixed methods study met the criteria for inclusion in this
review. The characteristics of these studies are summarised in
Table 1 (Supplemental materials).
Fig. 1. The ﬂow diagram on identifying the literature.
Q. Li, A.Y. Loke / European Journal of Oncology Nursing 18 (2014) 58e6560Characteristics of the selected studies
Most of the studies (n ¼ 25, 80.6%) were conducted in the
United States, and the remaining six studies were conducted in
Australia (n¼ 1, 3.2%), Canada (n¼ 1, 3.2%), the Netherlands (n¼ 1,
3.2%), Israel (n ¼ 1, 3.2%), Korea (n ¼ 1, 3.2%), and Taiwan (n ¼ 1,
3.2%). Of the 24 quantitative studies, there were 14 cross-sectional
and 10 longitudinal studies, with observation times ranging from
1 week to 2 years from baseline. The sample sizes ranged from 40
to 216 couples. The designs of the seven qualitative studies
included grounded theory (n ¼ 1), descriptive study (n ¼ 2), and
focus groups (n ¼ 4); and the sample sizes ranged from 7 to 35
couples.
The types of cancer that the couples in these studies were
coping with were: prostate cancer (n ¼ 14, 45.2%), breast cancer
(n ¼ 7, 22.6%), prostate cancer and breast cancer (n ¼ 1, 3.2%),
multiple types of cancer (n¼ 3, 9.7%), lung cancer (n¼ 3, 9.7%), lung
cancer and head and neck cancer (n ¼ 1, 3.2%), gastrointestinal
cancer (n ¼ 1, 3.2%), and colon cancer (n ¼ 1, 3.2%).
Spousal caregiver e patient dyads
It was discovered that the ﬁndings of all of the studies fell under
the three concepts of mutuality for spousal caregiverepatient
dyads proposed by Fletcher et al. (2012): communication (n ¼ 13,
41.9%), reciprocal inﬂuence (n ¼ 12, 38.7%), and caregiverepatient
congruence (n ¼ 6, 19.4%).Communication
It was found that better communication between couples, such
as talking about their relationship (Badr et al., 2008; Badr and
Taylor, 2006; Lindau et al., 2011), open or mutual constructive
discussion between the spouses (Badr and Taylor, 2009; Manne
et al., 2010), and a habit of making disclosures (Sterba et al., 2011;
Badr et al., 2010; Manne et al., 2004; Porter et al., 2005; Zhou
et al., 2011), was related to less distress and better marital
adjustment.
A study that focused on the effects of relationship talk on the
psychosocial adaptation of couples to lung cancer showed that
patients and partners who reported talking more frequently about
their relationship were less distressed (effect size r ¼ 0.16) and
made greater marital adjustments over time (effect size r ¼ 0.21)
(Badr et al., 2008) than those who did not talk as frequently about
their relationship.
A qualitative study that focused on couples coping with lung
cancer showed that participants who reported having open
communication with their partners about the functioning of their
relationship, such as about the quality of their relationship, good
memories, planning for the future, and problem solving, perceived
fewer social constraints and better communication about cancer
(Badr and Taylor, 2006). However, in another qualitative study,
Lindau et al. (2011) showed that most couples reported that they
had not talked directly with their spouses about the effect of cancer
on their relationship, although several people referred to having an
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communication became more guarded in order to protect the pa-
tient or spouse from additional fear or stress; withholding infor-
mation was a commonly cited protective mechanism”, while some
couples reported “improved communication due to an increased
awareness of time and appreciation for each other” (Lindau et al.,
2011) (p. 183).
Studies on mutual constructive communication between cou-
ples have shown that patients and partners who reported high
levels (þ1SD) of mutual constructive communication reported
greater marital adjustment along the cancer trajectory (Badr and
Taylor, 2009). The partners who did not engage in a high level of
mutual constructive communication were more likely to report
that the couple avoided open discussions between them when
patients with prostate cancer had poor erectile function. The
avoidance of discussion between the couple about the poor erectile
function in turn, was associated with marital distress (Sobel’s
Z ¼ 12.47, p ¼ 0.001) (Badr and Taylor, 2009). Another study re-
ported that patients and spouses who reported greater baseline
distress reported more negative baseline communication as well as
lower levels of intimacy and greater distress over time (Manne
et al., 2012). Mediation analyses have shown that those patients
and spouses who reported engaging in more mutual constructive
communication, less mutual avoidance, and fewer patient demand-
partner withdraw situations experienced less subsequent distress,
largely through the effects of intimacy (Manne et al., 2010, 2012).
Boehmer and Clark (2001a) conducted a qualitative study on
mutual communication between couples with prostate cancer. The
ﬁndings revealed that although wives were deeply concerned
about their husbands’ prostate cancer, there was little communi-
cation between the spouses about the implications of prostate
cancer on their lives (Boehmer and Clark, 2001a). In particular,
couples did not appear to talk much about their emotions, worries,
and fears, such as about physical changes, perceptions of changes in
their spouse, and issues of sexuality. Usually, patients hide their
feelings about the impact of the illness, and wives try to protect
their husbands by hiding their emotions or avoiding questions.
Interviews of couples copingwith breast cancer showed that the
couples were ‘learning through struggling’ e that is, through
mutual help and support, sharing personal views of what is
important for patients, and showing mutual concern. However,
husbands faced challenges communicating andwere unable to read
their wives’ thoughts and feelings, which frustrated their wives.
Consequently, both spouses felt depressed, burdened, and worried
about sexual issues, and the future (Chung and Hwang, 2012).
A study of couples coping with prostate cancer showed that
patterns of communication changed over time and by role, with
perceived levels of open communication decreasing at a slower
speed for patients than for their partners. The trajectories of change
in levels of open dyadic communication about cancer differed
marginally between patients and partners (p ¼ 0.06) (Song et al.,
2012).
Gardner (2008) explored patterns of relationship, support, and
communication in couples experiencing cancer. The ﬁndings
showed that there were a variety of complex and interrelated
changes in physical, emotional, and social experiences resulting
from the diagnosis and progression of cancer. There are dyadic-
level accommodations to living with advanced cancer, using the
word ‘we’ to describe their experiences, including living with un-
certainty about the illness and the future; facing illness and dying
trajectories and speaking openly with their partner; and searching
for shared meanings, understandings, narratives, or philosophical
approaches related to the patients’ illness trajectory and ultimate
prognosis. Maintaining a positive or optimistic outlook was
described by the couples as important in supporting in theirattempts to cope with the cancer, and in their interactions with
each other (Gardner, 2008).
A study that examined patterns of disclosure about cancer-
related concerns between patients with gastrointestinal (GI) can-
cer and their spouses showed that there were interrelationships
between disclosure and levels of holding back, and intimacy (Porter
et al., 2005). When patients reported high levels of disclosure to
their spouse and low levels of holding back, both the patients and
their spouses rated their relationship as being more intimate.
Higher levels of disclosure and lower levels of holding back were
also related to higher levels of intimacy with the patient, and less
avoidance by the patients (Porter et al., 2005). Another study on
disclosure and intimacy between couples also showed that, for
patients, perceived partner responsiveness partially mediated the
association between partner disclosure and patient perceived in-
timacy. For partners, perceived patient responsiveness also medi-
ated the association among self-disclosure, perceived patient
disclosure, and partner perceived intimacy (Manne et al., 2004).
In a qualitative study, Fergus and Gray (2009) explored the
relationship challenges and vulnerabilities of couples coping with
breast cancer. They reported that open communication between
such couples could not take place because of the couples’ personal
characteristics and patterns of communication. Such characteristics
of the patients as self-absorption, counter-dependency, exagger-
ated dependency, and being overly controlling; and the spouse
caregivers’ solution-driven approach, unchecked anger, and failure
to reach out impeded the couples’ ability to communicate and
adjust to the illness. Meanwhile, withholding-withdrawal, under-
burdening, and conﬂicting intentions were the barriers and pitfalls
in relationship dynamics. Couples also faced the challenges of
negotiating support, accommodating changes in the other person,
coping with sexual disruption, and death and separation.
In summary, satisfactory communication between couples was
linked to less distress and better marital adjustment. Levels of
distress at baseline, cancer-related symptoms, roles, and cancer
trajectory were identiﬁed as factors affecting communication be-
tween couples dealing with cancer.
Reciprocal inﬂuence
Multiple interrelated dimensions of well-being were illustrative
of the concept of ‘reciprocal inﬂuence’ in that each member of a
spousal caregiverecancer patient dyad affects the other in each of
these dimensions, which include: QOL (Song et al., 2012; Campbell
et al., 2004; Chen et al., 2004; Galbraith et al., 2008), self-efﬁcacy
(Campbell et al., 2004), mental health or psychological stress
(Kim et al., 2008; Sterba et al., 2011; Gilbar and Zusman, 2007;
Kershaw et al., 2008), emotion-focused coping (Gilbar and
Zusman, 2007), role adjustment (Northouse et al., 2000), and
marital satisfaction (Zhou et al., 2011).
A study showed that the patients’ total QOL score and the social/
family functional dimensions of QOL were both associated with the
total score and each dimension of their spousal caregivers’ QOL
(r ¼ 0.27e0.44) (Chen et al., 2004). It was also reported that cancer
diagnosis, length of hospitalisation, caregiving intensity and dura-
tion, marital satisfaction, and self-esteem in caregiving might have
a reciprocal inﬂuence on the QOL correlations between couples
(Chen et al., 2004).
In their study, Song et al. (2011) showed that there were cor-
relations in QOL between patients and partners, which remained
consistent during the survival of the patient (r ¼ 0.25, 0.24, 0.23,
and 0.23, at baseline and at the 4-, 8-, and 12-month follow-up
sessions, respectively). The QOL of the couples also improved
with an increase in their social support (p < 0.001) and cancer-
related dyadic communication (p < 0.001); and a decrease in the
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speciﬁc hormonal (p < 0.001) and sexual symptoms (p < 0.05), and
in the general symptoms (p < 0.001) of both partners (Song et al.,
2011).
A study that focused on the self-efﬁcacy of the couples showed
that both patient and caregiver self-efﬁcacy had an effect on the
well-being of the partners (Campbell et al., 2004). Higher self-
efﬁcacy in patients, as measured in terms of physical function
subscale scores, was negatively associated with anxiety (r ¼ 0.39,
p < 0.05) and caregiver strain (r ¼ 0.38, p < 0.05) in partners.
Higher self-efﬁcacy in partners in terms of physical function sub-
scale scores was associated with better adjustment on the part of
patients to bowel symptoms (r ¼ 0.66, p < 0.01), hormonal
symptoms (r ¼ 0.42, p < 0.01); and better mental health (r ¼ 0.32,
p < 0.05) (Campbell et al., 2004). However, another study on cou-
ples coping with prostate cancer showed that the patients’ and
spouses’ appraisal of their self-efﬁcacy strongly inﬂuenced only
their own adjustment (Kershaw et al., 2008) in that the patients
with lower self-efﬁcacy (b ¼ 0.31) appraised their illness more
negatively, while the spouses with lower self-efﬁcacy (b ¼ 0.46)
appraised their caregiving more negatively, at 4 months than those
who thought more highly of their self-efﬁcacy. However, there was
no reciprocal effect between the couples in self-efﬁcacy.
Studies on mental health and/or psychological stress also
showed moderately interrelationships between couples coping
with breast cancer (Gilbar and Zusman, 2007; Dorros et al., 2010),
prostate cancer (Kershaw et al., 2008), prostate or breast cancer
(Kim et al., 2008), and colon cancer (Northouse et al., 2000). In one
study, the interdependence of distress outcomes in patients with
breast cancer and their partners was explored using reciprocal
dyadic data. A medium level of similarity was found between pa-
tients and their partners in the areas of depression, stress, and poor
physical health (latent rs 0.37, 0.36, and 0.37, respectively) (Dorros
et al., 2010). The interaction of high levels of depression and high
levels of stress in patients was associated with poorer physical
health and well-being in their partners. However, the stress of the
partner had no effect on the physical health of the patient.
In another study on patients with prostate cancer and their
spouses, a signiﬁcant correlation and reciprocal effects were also
found between patients and spouses in the mental dimension of
QOL (r ¼ 0.25, p < 0.05) (Kershaw et al., 2008). If a patient’s spouse
was elderly, the patient had a greater tendency to give a negative
appraisal of his/her illness (b ¼ þ0.43) and to experience more
uncertainty concerning the illness (b ¼ þ0.32). More (perhaps too
much) communication from the spouse about the patient’s disease
was related to a higher level of hopelessness in patients (b¼þ0.30).
Another study on couples with prostate and breast cancer showed
that partners had at least moderately similar levels of psychological
distress as the patients (r ¼ 0.32 for breast cancer and r ¼ 0.27
prostate cancer) (Kim et al., 2008).
Studies also showed positive signiﬁcant correlations between
patients and spouses in emotion-focused coping (Gilbar and
Zusman, 2007) and role adjustment (Northouse et al., 2000). A
longitudinal study focussing on couples’ patterns of adjustment to
colon cancer reported modest inter-correlations in the role
adjustment scores of patients and spouses over time (all p < 0.05).
The strongest predictors of role adjustment problems on the part of
the patients were their sense of hopelessness and their spouses’
problems with role adjustment; while the strongest predictors of
role problems on the part of the spouses were the spouses’ own
baseline role problems and level of marital satisfaction (Northouse
et al., 2000).
In a study that focused on couples copingwith prostate cancer, it
was reported that dyadic adjustment is associated with the spou-
ses’ mood disturbance (r ¼ 0.49, p ¼ 0.001), mental healthfunctioning (r ¼ 0.35, p ¼ 0.02), sexual function (r ¼ 0.26, p ¼ 0.10),
and sexual bother (r ¼ 0.44, p ¼ 0.003) (Sterba et al., 2011). While
the patients’ symptoms were associated with declining physical
health on the part of the spouses (b¼0.93, p¼ 0.02) (Sterba et al.,
2011). In another study, it was shown that patients or partners who
perceived their spouses as being more supportive or less unsup-
portive experienced greater dyadic marital adjustment (Badr et al.,
2010).
Zhou et al. (2011) examined the extent to which each partner’s
marital satisfaction was related to each individual’s physical and
mental health in a dyadic context of couples coping with prostate
cancer. The results showed that the patient’s mental (r ¼ 0.33,
p < 0.05) and physical (r ¼ 0.28, p < 0.05) health were both posi-
tively related to their caregiver’s marital satisfaction. However, the
caregivers’ mental and physical health was not signiﬁcantly related
to the patients’ marital satisfaction (Zhou et al., 2011).
Overall, multiple interrelationships were found between the
spousal caregiverecancer patient dyads, including different di-
mensions of well-being and the dyadic adjustment. Factors that
inﬂuence the interactions between couples were identiﬁed,
including: the cancer diagnosis, cancer-related symptoms, length of
hospitalisation, and caregiving intensity and duration.
Caregiverepatient congruence
Congruence of patients and spouses was found in their per-
ceptions of the patients’ health-related quality of life (HRQoL)
(Green et al., 2011,Sneeuw et al., 2001), coping strategies (Green
et al., 2011), disease appraisal (Merz et al., 2011), disease adjust-
ment (Romero et al., 2008), and protective buffering (Langer et al.,
2009).
In a mixed methods study on couples coping with prostate
cancer, dyadic correlations were found between patient and part-
ner ratings of the patient’s HRQoL in all six dimensions
(r ¼ 0.45  0.73, all p < 0.001) (Green et al., 2011). Partners gave
their patient’s emotional functioning a signiﬁcantly worse rating
(m ¼ 83.3, IQR ¼ 66.7e100.0) than the patients gave themselves
(m¼ 83.3, IQR¼ 75.0e100.0) (Z ¼2.48, p < 0.05). By contrast, the
partners saw their patient’s social functioning as being signiﬁcantly
better (m ¼ 83.3, IQR ¼ 66.7e100.0) than the patients regarded it
themselves (m ¼ 66.7, IQR ¼ 66.7e100.0) (Z ¼ -2.48, p < 0.05).
The same study examined the coping strategies of the couples.
The results of the study showed that there was a signiﬁcant dif-
ference between the couples in their use of coping strategies, with
the patients reporting a greater use of approach coping (m ¼ 2.7,
IQR ¼ 2.0e3.1) than perceived by their partners (m ¼ 2.3,
IQR ¼ 1.9e3.0) (Z ¼ 2.06, p < 0.05) (Green et al., 2011). The
qualitative results also showed a certain level of agreement be-
tween patients and spouses in their response to prostate cancer in
terms of disease/treatment, interpersonal relationships, apprecia-
tion of life, and life priorities (Green et al., 2011).
The ﬁndings from a study on the disease appraisal of couples
found that the spouses of men with prostate cancer evaluate the
patient’s physical and psychosocial functioning, symptoms, and
overall QOL with a reasonable degree of accuracy (r ¼ 0.40e0.75)
(Sneeuw et al., 2001). The one exception was a low correlation for
sexual functioning and sexual satisfaction.
In another study examining the dyadic concordance of disease
appraisal among prostate cancer patients and spouses, concor-
dance was found between most couples in appraisals of most do-
mains of the disease, such as urinary or bowel function, and urinary
or bowel bother (r ¼ 0.41e0.83) (Merz et al., 2011). The only
exception was sexual bother, for which partners perceived lower
levels of sexual bother than the patients experienced. A general
pattern was that couples who are in concordant dyads reported
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where spouses overestimated or underestimated characteristics of
symptoms and disease. Generally, the extent of the (dis)agreement
in the patient-partner appraisal of the disease was not a signiﬁcant
predictor of dyadic adjustment (Merz et al., 2011).
Focus group interviews of men with metastatic prostate cancer
and their partners in separate groups also showed incongruence
between the perceptions of the patients and their partners on the
diagnosis of prostate cancer. Patients frequently mentioned pre-
diagnosis urinary and erectile symptoms, whereas the accounts of
the partners began with the diagnosis as the earliest event. It was
also found that many men do not share their prostate-related
health problems with their wives (Boehmer and Clark, 2001b).
A study of breast cancer patients and their partners reported
moderate congruence between the husbands’ perceptions of their
wives’ adjustment to breast cancer and the wives’ self-reported
adjustment. Incongruence within couples was related to the
wives’ avoidant coping behaviour (p < 0.005) and mood distur-
bances (p < 0.001); but was not signiﬁcantly correlated with the
wives’ active behavioural or cognitive coping (p’s> 0.005) (Romero
et al., 2008).
Langer et al. (2009) examined the consequences of protective
buffering and the desire to shield patient-partner couples from
distress. In a study of 80 couples in which one of the partners was
receiving hematopoietic stem cell transplantation treatment
(HSCT) for cancer (Langer et al., 2009), moderate concordance was
found between one dyad member’s provision of buffering for his/
her partner and the buffering that the other dyadmember received.
For patient-reported buffering of the caregiver and the caregiver’s
report the buffering that he/she received, the correlations were
r ¼ 0.26, p ¼ 0.019 at T1 (pre-HSCT), and r ¼ 0.28, p ¼ 0.031 at T2
(50 days post-HSCT); while for caregiverereported buffering of the
patient and the patient’s report of the buffering that he/she
received, the correlations were r ¼ 0.38, p < 0.001 at T1 and
r ¼ 0.31, p ¼ 0.016 at T2. Patients who buffered primarily to protect
their partner at T1 (pre-HSCT) reported an increase in relationship
satisfaction over time, but when they did so at T2 (50 days post-
HSCT), their caregiver reported a concurrent decrease in relation-
ship satisfaction (Langer et al., 2009). The more the participants
(both the patients and their spouses) buffered their partners at T2,
the more they felt buffered, the lower their concurrent relationship
satisfaction, and the poorer their mental health.
To summarise, there was moderate congruence between the
partners in their perceptions of the patients’ HRQoL, coping stra-
tegies, disease appraisal, disease adjustment, and protective buff-
ering. In general, concordance in dyads related to better individual
HRQOL outcomes (Merz et al., 2011) and relationship satisfaction
(Langer et al., 2009). The inconsistent results, however, showed that
there was incongruence between the partners related to the pa-
tients’ avoidant coping behaviour and mood disturbances (Romero
et al., 2008), and to the extent of the (dis)agreement between pa-
tient and partner over their appraisal of the disease (Merz et al.,
2011).
Discussion
The various focuses of the studies on the interrelatedness and
mutuality of spousal caregiverepatient dyads that were included
in this review can all be grouped under the three concepts pro-
posed by Fletcher et al. (2012) for the conceptualisation care-
giverepatient dyad couples: communication, reciprocal inﬂuence,
and caregiverepatient congruence. Satisfaction with the
communication between couples was found to be related to less
distress and better marital adjustment. There were multiple
reciprocal inﬂuences and moderate congruence between spousalcaregiverepatient dyads. Inconsistencies were also found among
the studies focussing on communication between the couples and
care-giver-patient congruence. While most quantitative studies
showed correlation and positive outcomes (e.g., more dyadic
communication and congruence between couples), the qualitative
studies seemed to report less dyadic communication and lower
levels of congruence (Lindau et al., 2011; Boehmer and Clark,
2001b). This inconsistency may be due the fact that the ﬁndings
from the quantitative studies were generated using a structured
standard questionnaire with questions based on the researchers’
understanding, which might be somewhat superﬁcial and might
not go into the inner feelings and the ‘real world’ of these couples;
while the qualitative studies were able to probe more deeply into
the feelings of the couples.
A further analysis of the ﬁndings showed that the three concepts
are interrelated and inseparable. For example, a moderate amount
of open communication between the couples might directly (Song
et al., 2012; Kershaw et al., 2008) or indirectly enhance both the
patients’ and their partners’ sense of self-efﬁcacy (Campbell et al.,
2004), and give a boost to such positive reciprocal inﬂuences as
QOL and dyadic adjustment (Manne et al., 2004; Porter et al., 2005).
Improving the patterns of communication between the couples
was also reported to be helpful in promoting dyadic congruence on
different aspects of cancer care (Merz et al., 2011). Incongruence
between the couples may have a negative impact on the spouses’
mood and adaptation (Romero et al., 2008) and HRQOL (Merz et al.,
2011).
Not only are the three concepts of spousal caregiverepatient
dyads interrelated, but communication has also been found to act
as a fundamental element underlying the three concepts. Improved
communication between couples may facilitate the reciprocal in-
ﬂuences and promote congruence between the couples, which in
turn can lead to beneﬁcial caregiving outcomes for the couples.
These ﬁndings suggest that spousal caregiverepatient dyads may
beneﬁt from couple-focused interventions that address dyadic-
communication, which may improve their satisfaction with
dyadic adjustment and QOL. Indeed, couple-based training in-
terventions on coping through facilitating communication have
yielded promising results among dyads in which one member has
cancer (Northouse et al., 2007; Manne et al., 2011; McLean et al.,
2013).
Study gaps identiﬁed
Of the 31 articles included in this review, 25 were about studies
conducted in the United States; only three studies were conducted
in Asian countries (Chung and Hwang, 2012; Chen et al., 2004;
Gilbar and Zusman, 2007). Over 70% (22/31) of the studies
focused on gender-speciﬁc cancers, including prostate cancer and
breast cancer. Only three studies focused on multiple types of
cancer (Gardner, 2008; Romero et al., 2008; Langer et al., 2009).
It is worth mentioning that there was an imbalance in the
studies focussing on the three different concepts. While most
studies focused on reciprocal inﬂuence and communication, only
six focused on spousal caregiverepatient congruence. It is also
noteworthy that there were inconclusive ﬁndings on the three
concepts, including on the reciprocal effect of self-efﬁcacy
(Campbell et al., 2004; Kershaw et al., 2008) and the effect of
caregiverepatient congruence on dyadic adjustment (Merz et al.,
2011; Langer et al., 2009).
Although there were 10 longitudinal studies, with observation
times ranging from one week to two years from baseline, not one
study explored the whole trajectory of the couples’ caregiving
experience as dyads from the diagnosis of cancer to the phase of
bereavement.
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It is essential to acknowledge that this review has several lim-
itations. There were publication and language biases. A systemic
search of the relevant literature was carried out using six electronic
databases, a manual search for the related bibliography, and an
author search that provided comprehensive coverage of key
nursing, medical, and health-afﬁliated journals published in En-
glish and Chinese. However, publication bias could not be avoided,
since studies that are published are mostly those with signiﬁcant
results. In addition, although literature in both English and Chinese
were searched, no publications in Chinese on spousal caregivere
patient dyads coping with cancer were identiﬁed. Other languages
were also not included.
Since most of the studies (25/31) included in this review were
conducted in the United States, the result may be limited in gen-
eralisability. It should also be noted that, of the 25 articles, only one
study focused on African-Americans (Campbell et al., 2004); the
participants in the remaining 24 studies were white and well-
educated in general, which may also limit the generalisability of
the results. However, these studies were considered to be of good
quality, and can serve as good references for further studies in this
area.
Adopting the caregiverecancer patient dyads (CCPD) model
proposed by Fletcher et al. (2012) may lead to limitations. Although
to our knowledge the three dyad-level concepts of ‘communica-
tion’, ‘reciprocal inﬂuence’, and ‘caregiverepatient congruence’
were proposed based on a review of the literature on cancer care-
giving, the dyadic phenomena are not as well conceptualised
(Fletcher et al., 2012). This may have led to some limitations on
their application to spousal caregiverepatient dyads. Given that the
three concepts are interrelated and inseparable, as discussed
earlier, the three concepts cannot be discussed independently,
particularly the differences between ‘reciprocal inﬂuence’ and
‘caregiverepatient congruence’. In addition, the correlational na-
ture of these studies made it impossible to delineate causes and
effects.
Recommendations for future research
Given that this review found that most of the studies (28/31)
were conducted in a Western country, it is recommended that such
studies be carried out in countries with a non-Western culture,
such as Asian countries, to better understand the caregiving ex-
periences of spousal caregiverepatient dyads in coping with
cancer.
The study of spousal caregiverepatient dyads in the context
of cancer care is still in the stage of infancy. As an in-depth
understanding of the caregiving experience of couples coping
with cancer cannot be achieved from a quantitative study
(Hagedoorn et al., 2008), it would be well worth conducting a
qualitative study to obtain a more in-depth understanding of the
subject.
Because the conceptualisation of CCPD is at an early stage, this is
an area in need of conceptual development and further research
(Fletcher et al., 2012). It is recommended that studies focussing on
the interrelationship of the three concepts be undertaken. Given
that there have been studies exploring the effects that patients have
on their caregivers (the patient-caregiver effect), studies are
needed to investigate the effects that caregivers might have on
their patients (the caregiverepatient effect), to gain a better un-
derstanding of the concept of ‘reciprocal inﬂuence’. The inconsis-
tency in the ﬁndings of studies on spousal caregiverepatient
congruence is another concern. Further studies are needed to
obtain a better understanding of caregiverepatient congruence toimprove the caregiving experience and health outcomes of couples
in the context of cancer.
Recommendations for intervention programmes
The ﬁndings of this review indicate that, of the three concepts,
communication might be the most crucial. That better communi-
cation between couples leads to better HRQOL, less distress, and
better marital role adjustment, which in turn facilitates better
caregiving outcomes and health outcomes, is supported by the
suggestions made by the authors included in this review (Badr
et al., 2008; Badr and Taylor, 2009; Manne et al., 2010, 2012;
Sterba et al., 2011; Manne et al., 2012; Boehmer and Clark, 2001a;
Kershaw et al., 2008; Dorros et al., 2010; Merz et al., 2011; Langer
et al., 2009; Boehmer and Clark, 2001b). It is concluded that in-
terventions to support couples in the context of cancer should
enhance the couples’ communication as a vital and essential
element to improving the caregiving experience and health out-
comes for both partners.
The shift in focus from the individual to spousal caregiverepa-
tient dyads raises the need to develop a dyadic model speciﬁcally
on cancer caregiving (Fletcher et al., 2012). Developing such a
model will not only shed further light on the related concepts in the
context of couples coping with cancer, but also facilitate the
development of interventions to support caregiverepatient dyads
coping with cancer (Carbonneau et al., 2010). More research is
needed to examine the interrelationship of the concepts of mutu-
ality among cancer dyads, to facilitate the advancement of such a
framework.
Conclusion
These ﬁndings highlight the importance of a perspective that
focuses on the nature of the relationship between a couple and
their communication in any study of couples coping with cancer. It
is recognised that communication may act as a fundamental
element among the three concepts of caregiverepatient dyads.
Better communication between couples would probably have a
positive effect on reciprocal inﬂuence and caregiverepatient
congruence, which in turn would have a positive effect on the
couple’s intimacy and ability to cope, and improve caregiving
outcomes. Targeting spousal caregiverepatient dyads, rather than
individuals, is important since a strong spousal relationship has a
protective effect on psychological distress, QOL, and marital satis-
faction. Couples may beneﬁt from interventions that include a
communication component that addresses the needs of both the
patient and the patient’s spouse.
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